OBJECTIVES The objective of this study was to evaluate an interhospital collaborative approach to improve 7-day post-discharge follow-up (7dFU) rates and reduce 30-day readmissions in heart failure (HF) patients.
Collaborative, with the common goals of increasing 7-day post-discharge follow-up and reducing all-cause 30-day readmission rates in HF patients (7) . In this study, we examined the relationship between SY7
Collaborative participation and rates of 7-day followup and 30-day readmissions in Medicare fee-forservice HF patients discharged from collaborating hospitals (CH) and compared these findings to statewide trends in the remaining 82 Michigan nonparticipating hospitals (NPH). Table 1 shows the timeframes, scheduled activities for the collaborative, and the evaluation plan. Over the 12-month intervention period, See You in 7 Collaborative activities included quarterly face-to-face meetings and several telephone conferences/webinars, and participating hospitals submitted a total of 8 assignments for review and discussion.
During the pre-implementation phase, CH reviewed baseline data, conducted "gap analysis," identified process improvement measurements, and selected strategies from the Hospital-to-Home See You in 7 toolkit (6) . During the test-intervention period, on the basis of hospital-specific gap analysis, each collaborating hospital selected 1 or several of the 7 care process goals ( Table 1) (8) . For the current study, we also calculated and examined changes in mean risk-standardized 30-day all-cause readmission rates (RSRR) and then evaluated differences in these rates among CH, NPH, and matched NPH (see below for information on matching). We also compared unadjusted 30-day readmission rates and mean RSRRs for patients with and without 7-day follow-up visits.
OUTCOME DEFINITIONS AND DATA ACQUISITION.
We linked Medicare fee-for-service standard analytic inpatient and enrollment files to outpatient claims by using beneficiary health insurance identification codes to identify eligible discharges, determine This hierarchical logistic regression modeling strategy accounted for within-hospital correlation of observed readmission rates and reflected the assumption that, after adjustment for patient risk and sampling variability, the remaining variation was due to hospital quality. RSRR were obtained as the number of "predicted"-to-number of "expected" readmissions ratio, multiplied by the Michigan 
Baker et al. ADDITIONAL ANALYSES. We performed several additional analyses to clarify our results. First, although Hospital-to-Home recommends follow-up within 7 days of hospital discharge, follow-up within 14 days is also associated with reduced 30-day readmission rates (6, 8) . We obtained 14-day follow-up rates for all hospitals and evaluated associations with 30-day readmission rates as above. Hospitalized older adults are at high risk for adverse events that could be reduced through hospital-wide efforts to improve care transitions regardless of admitting diagnosis (11) . Therefore, we evaluated whether See You in 7 Collaborative participation, an HF patientspecific hospital-wide effort, affected readmission rates for non-HF diagnoses.
Finally, we re-analyzed HF outcomes at the CH and 1:1-matched NPH, using Blue Cross Blue Shield hospital peer group categories to match hospitals within the same geographic region having similar size, teaching status, patient demographics, and HF patient volume. We compared 7-day follow-up rates, unadjusted 30-day readmission rates, and RSRR between CH and matched NPH as described above. Hospital Table 4 ). Figure 1 demonstrates that RSRR decreased in all CH during the intervention period. Individually, the NPH had various changes in RSRR.
RELATIONSHIP BETWEEN FOLLOW-UP AND 30-DAY
READMISSION. As seen in Table 4 , unadjusted 30-day readmission rates for patients with 7-day follow-up were significantly higher than those who did not attend 7-day follow-up appointments. Values are n (%).
CH ¼ collaborating hospitals; NPH ¼ nonparticipating hospitals.
Baker et al. Baker et al.
JACC: HEART FAILURE VOL. 3, NO. 10, 2015 Hospital One additional finding of our analysis merits further discussion. Early post-discharge follow-up is described by Hospital-to-Home as an evidence-based strategy to reduce readmissions (6) . Although hospitals in the highest quartile of 7-day follow-up rates tend to have lower 30-day readmission rates (7), no previous multicenter studies have reported the direct effects of early follow-up on RSRR. Previous research suggests that the timing of early post-discharge outpatient visits is confounded by severity of illness (16) . Indeed, we observed consistently higher unadjusted 30-day readmission rates in patients presenting for 7-day follow-up than in those who did not have early follow-up. improved the overall transition from inpatient to outpatient care. Our study suggests that regional hospital collaboration to share best practices can be an effective strategy to reduce HF readmissions and associated costs.
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